Background: Previous findings suggest that apathy symptoms independently of depressive symptoms measured using the Geriatric Depression Scale (GDS) are associated with cardiovascular disease (CVD) in older individuals. Aims: To study whether apathy and depressive symptoms in older people are associated with future CVD, stroke, and mortality using individual patient-data meta-analysis. Methods: Medline, Embase, and PsycInfo databases up to September 3, 2013, were systematically searched without language restrictions. We sought prospective studies with older (mean age ≥65 years) community-dwelling populations in which the GDS was employed and subsequent stroke and/or CVD were recorded to provide individual participant data. Apathy symptoms were defined as the three apathy-related subitems of the GDS, with depressive symptoms the remaining items. We used myocardial infarction (MI), stroke, and all-cause mortality as main outcomes. Analyses were adjusted for age, sex, and MI/stroke history. An adaptation of the Newcastle-Ottawa scale was used to evaluate bias. Hazard ratios were calculated using onestage random-effect Cox regression models. Results: Of the 52 eligible studies, 21 (40.4%) were included, comprising 47,625 older people (mean age [standard deviation] 74 [7.4] years), over a median follow-up of 8.8 years. Participants with apathy symptoms had a 21% higher risk of MI (95% confidence interval [CI] 1.08-1.36), a 37% higher risk of stroke (95% CI 1.18-1.59), and a 47% higher risk of all-cause mortality (95% CI 1.38-1.56). Participants with depressive symptoms had a comparably higher risk of stroke (HR 1.36,) and all-cause mortality (HR 1.44, 95% CI 1.35-1.53), but not of MI (HR 1.08, 95% CI 0.91-1.29). Associations for isolated apathy and isolated depressive symptoms were comparable. Sensitivity analyses according to risk of bias yielded similar results. Conclusion: Our findings stress the clinical importance of recognizing apathy independently of depressive symptoms, and could help physicians identify persons at increased risk of vascular disease.
Introduction
A number of meta-analyses have reported that depression in older people is associated with an increased risk of cardiovascular disease (CVD). [1] [2] [3] [4] From a clinical point of view, it is important that specific symptom clusters within depression might be differentially related to incident CVD. [5] [6] [7] One such symptom cluster is apathy, generally defined was associated with an increased risk of incident CVD. There was no such association for the 12 remaining symptoms within the GDS15.
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This finding corroborated previously reported associations of apathy symptoms with a history of stroke, CVD, and concurrent cardiovascular (CV) risk factors. 8, 12 These findings are consistent with the "vascular apathy" hypothesis, which supposes vascular factors play an important role in the etiology of apathy in later life. 12 Apathy symptoms can occur in both the context of depression and independently as an isolated syndrome of disturbed motivation, 13 reportedly occurring in around 10%-20% of community-dwelling older people. 8, [14] [15] [16] However, apathy currently receives little prominence in diagnostic practice. Determining whether community-dwelling older people with apathy symptoms have an increased risk of CV events is important, since these individuals may be disinclined to engage actively in healthy behavior and be easily overlooked in general practice, because of a tendency to withdraw from medical care due to the nature of the condition.
To corroborate our findings regarding the relation between incident CVD and apathy symptoms, external validation is essential. For this purpose, the Initiative on Cardiovascular Disease Risk and Apathy (ICARA) was set up, which aimed to study the independent relationships of apathy and depressive symptoms with myocardial infarction (MI), stroke, and mortality risk, by pooling data from longitudinal cohort studies in community-dwelling older people worldwide. Given our previous findings and the vascular apathy hypothesis, we hypothesized that apathy and depressive symptoms would be independently and differentially associated with MI, stroke, and mortality risk.
Methods
We conducted a participant-data meta-analysis in accordance with the Preferred Reporting Items for Systematic Reviews and Meta-analyses of Individual Participant Data (PRISMA-IPD) guidelines and the recommendations made by Riley et al for conducting IPD analyses. 17, 18 The IPD protocol was registered in the PROSPERO database (http://www.crd.york.ac.uk/PROSPERO/display_record. asp?ID=CRD42014013087#.VWSK447tlBc, Supplementary materials). This study was judged exempt from review by the Amsterdam Academic Medical Center Medical Ethics Committee.
Search strategy and selection criteria
Using the Ovid platform, we searched the Medline, Embase, and PsycInfo databases up to and including September 3, 2013. We did not apply any language restrictions or restrictions on publication type or year. The full search strategy is described in the Supplementary material. In short, we used relevant keywords to search for longitudinal studies employing any version of the GDS and containing longitudinal data on CVD (including peripheral arterial disease [PAD] , angina pectoris, and MI) and/or stroke (including transient ischemic attack [TIA] ). Furthermore, we screened the bibliographies of selected papers and contacted investigators of a potentially eligible study known through acquaintance.
We included published original research papers that studied samples of community-dwelling older people (mean age ≥65 years) representative of the general population, employed a GDS version in which the three apathy items previously identified through several principal-component analyses were included, 8, 9 and investigated occurrence of stroke and/or CVD. There were no restrictions regarding duration of follow-up. Studies that included both communitydwelling and institutionalized participants were eligible only if they were able to distinguish between the two. We tried to maximize representation for the general population by excluding studies that selected participants based on frailty, disability, CV-risk profile, or any specific disease. We also excluded case-control studies, since the control groups of these studies are likely to form a particular selection, rather than a cohort representative of the general population. To balance the required demands of reference screening, study coordination, and data harmonization with the relevance of the data contribution we excluded dissertations, conference abstracts and studies with a sample size ≤100.
Titles and abstracts of identified papers were screened independently by two reviewers (LE, JWD). Full texts of selected articles were retrieved and papers reporting on the same single study collated. Studies were assessed for eligibility independently by both reviewers. Discrepancies were resolved by consensus. A third reviewer was available for consultation where agreement could not be reached (ER). For studies that were cross-sectional but otherwise eligible, PubMed and the Internet were searched for any indication of longitudinal follow-up being available for the study population in question. If so, studies were considered eligible.
Data, definitions, and statistics
The variables requested and methods used to check data integrity are described in the Supplementary materials. Unless reported there, all statistical analyses were prespecified.
Apathy and depressive symptoms
We defined apathy symptoms as a score ≥2 on the three apathy items of the GDS15 apathy subscale (GDS3A): "Have you dropped many of your activities and interests?", "Do you prefer to stay at home, rather than going out and doing new things?", and "Do you feel full of energy?" (reversecoded). 8, 9 These items have been reported to have a sensitivity of 69% and a specificity of 85% to detect apathy based on the customary cutoff (>13) of the 14-item apathy scale in older adults. 12 We defined depressive symptoms as a score ≥2 on the 12 remaining items of the GDS15 (GDS12D). For studies employing GDS versions with >15 items, we selected the appropriate three and 12 items. We performed separate analyses for apathy symptoms, isolated apathy symptoms (concurrent GDS3A ≥2 and GDS12D ≤1), depressive symptoms, and isolated depressive symptoms (concurrent GDS12D ≥2 and GDS3A ≤1). These cutoffs were based on analyses in previous studies. 11 We conducted sensitivity analyses in which the more specific ≥5 cutoff for GDS12D depressive symptoms was used and isolated symptoms were defined as a score ≥2 on one subscale and a score of 0 on the other. We excluded individuals with more than one missing item on the GDS3A and/or more than two missing items on the GDS12D from the analyses. Post hoc, a sensitivity analysis was performed with apathy and depressive scores as continuous predictors.
Outcomes
We used time to first fatal or nonfatal MI, first fatal or nonfatal stroke (TIA excluded), and mortality as primary outcomes. Regarding MI and stroke events, these could be both first ever (i.e. incident) or recurrent. Mixed-model Cox proportional-hazard regression was used to calculate hazard ratios (HRs). Mixed-model logistic regression analyses were used to repeat the primary analyses on MI and stroke with the inclusion of studies in which dates of events were unavailable. A sensitivity analysis was conducted, including TIA. Finally, in order to compare results with those of our previous studies, a composite CVD outcome comprising myocardial infarction (MI), angina pectoris (AP) and peripheral arterial disease (PAD) was analyzed. 11 Because an exact date of onset may be difficult to establish in cases of AP and PAD, these analyses were performed using logistic regression models. Subanalyses were conducted for CV mortality (primary CV cause of death according to the ICD9 [390-459] or -10 [I00-I99]) and non-CV mortality (all other causes) separately. A detailed description of how vascular variables were harmonized is provided in the Supplementary material. To assess how HRs differed among studies, we plotted and pooled the separate results of fixed-effect Cox analyses in each study for all primary outcomes, using inverse variance-weighted DerSimonian and Laird random-effect models. To quantify heterogeneity, I 2 statistics were used.
Confounders and interaction
Three models were assessed for each outcome. Model 1 was unadjusted, model 2 adjusted for age and sex (in logistic regression additionally for study follow-up duration), and model 3 additionally adjusted for history of MI and/or stroke, because these may be confounders in the relationship of apathy and depressive symptoms with each outcome.
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Interaction analyses were performed to evaluate possible moderation by age, sex, and history of MI and/or stroke. To examine the effect of age on the observed relations in more detail, we performed subgroup analyses within tertiles based on age. Furthermore, subgroup analyses were performed in individuals without a history of MI and/or stroke to facilitate comparison with our previous analyses.

Statistical analysis
Random-effect Cox proportional-hazard regression analyses were performed in R (version 3.2) using the Coxme package. 19, 20 Overall HRs for the IPD meta-analyses were calculated using a one-stage random-effect model, with independent random slopes in each study for each predictor to account for clustering of participants (ie, clusters based on study). 21 For binary logistic regression analyses, similar models were used, employing the Lme4 package. 22 The R codes used are described in more detail in the Supplementary material. Statistical analyses were two-tailed, and significance was set at α=0.05. We plotted and pooled HRs within individual studies using the Meta package. 23 
Bias assessment
We assessed availability bias by comparing distributions of age, sex, and population sizes of participating and nonparticiClinical Epidemiology 2018:10 submit your manuscript | www.dovepress.com
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Eurelings et al pating studies. Risk of bias was evaluated per study using an adapted version of the Newcastle-Ottawa quality-assessment scale for cohort studies, 24 based on the following characteristics: method of outcome assessment for MI and stroke (selfreport only vs other methods); proportion with missing status with regard to occurrence of MI, stroke, and mortality (lower vs higher than the median proportion for that outcome); study design (observational vs experimental); and selected vs general populations according to independent evaluation by two reviewers (LE, JWD), with selection based on age (≥80 years only), sex, and/or recruitment strategy (specific sample types) (Table S1 ). Discrepancies were resolved by consensus and consultation with a third author (WAG) if necessary. Sensitivity analyses comparing studies with lower vs higher risk of bias were performed for each primary outcome for each criterion.
Results
Search results are depicted in Figure 1 . A total of 21 (40.4% of eligible) studies participated, comprising data from Figure 1 PRISMA diagram of study selection.
Notes:
a Dissertation/conference abstract, ≤100 study participants, no longitudinal data, case-control study, no original data, no geriatric depression scale or geriatric depression scale version without apathy items; b one dissertation, one study with ≤100 participants, and full text not available for one study. Table 1 describes the general characteristics of the individual study and total ICARA samples. Table S1 describes details on study design, in/exclusion criteria, recruitment strategy, and MI and stroke assessment.
Outcomes
Time-to-event data were available for stroke in ten (n=23,337) and for MI in eight (n=21,377) studies. MI occurred in 5.7% (1,217) and stroke in 6.2% (1,452) of individuals. For participants with and without apathy symptoms, average 5-year risk was 27% vs 16.3% for mortality, 6% vs 3.9% for MI, and 7.4% vs 4.2% for stroke, respectively. Average 5-year risk comparing participants with and without depressive symptoms was 24.7% vs 17.3% for mortality, 4.5% vs 4.6% for MI, and 6.4% vs 4.8% for depressive symptoms, respectively. Data on fatal and nonfatal events were provided by all except two studies, which only supplied data on nonfatal events. 27, 45 No violations of the proportional-hazard assumption were identified through evaluation of survival curves and Schönfeld residuals. Adjusted for age, sex, and history of MI and/or stroke, presence of apathy symptoms increased the hazard of future MI by 21% (HR 1.21, 95% confidence interval [CI] 1.08-1.36) and future stroke by 37% (HR 1.37, 95% CI 1.18-1.59) ( Table 2 ). Depressive symptoms similarly increased the hazard of future stroke by 36% (HR 1.36, 95% CI 1.18-1.56), but increased the hazard of MI less substantially by 8%, with CIs overlapping 0 (HR 1.08, 95% CI 0.91-1.29). Results for isolated apathy and isolated depressive symptoms were comparable to those for apathy and depressive symptoms, respectively.
Sensitivity analyses including TIA in analyses of stroke gave similar results (Table S2) . Results of analyses using logistic regression instead of Cox regression models (allowing for four additional studies for MI and two for stroke) were also comparable (Table S3 ). The association between stroke and depressive symptoms was slightly attenuated when the GDS12D ≥5 cutoff for depressive symptoms was applied. A stricter definition for isolated symptoms (0 points on the other subscale) slightly attenuated the association for isolated apathy symptoms with future MI and stroke (Tables S4 and  S5 ). The hazard for the composite outcome of occurrence of MI, AP, and/or PAD was 33% (95% CI 1.20--1.49) higher for participants with apathy symptoms compared to those without and 8% for participants with depressive symptoms, with CIs overlapping 0 (95% CI 0.85-1.37) (Table S6) .
Time-to-event data with regard to all-cause mortality were provided by all studies (n=46,859). During follow-up, 33.3% (15,626) of participants died. In the fully adjusted models, both apathy symptoms (HR 1.47, 95% CI 1.38-1.56) and depressive symptoms (HR 1.44, 95% CI 1.35-1.53) increased the hazard of mortality by nearly 50% (Table 2) . Associations for isolated apathy and depressive symptom were similar.
Sensitivity analyses using the stricter isolated symptom definition and those using the GDS12D ≥5 cutoff for depressive symptoms gave comparable results regarding mortality (Tables S7 and S8 (Table S9) .
When apathy symptoms were explored as categorical predictors, a dose-response relationship between increasing apathy scores and increasing HRs was found for all outcomes (Figure 2 ). Pooled analyses of HRs in individual studies gave similar results to the one-stage approach (summarized in Table 3 , forest plots in Figures S1-S3 ). Heterogeneity was low in analyses of MI (apathy I 2 =13%, depressive I 2 =12%, isolated apathy I 2 =37%, isolated depressive I 2 =0), low in analyses of stroke (all I 2 =0), and moderate in analyses of mortality for overall symptoms (apathy I 2 =47%, depressive I 2 =50%), while low for isolated symptoms (both I 2 =0). Funnel plots of these analyses showed no indication of publication bias ( Figures S4-S6 ).
Interaction
We observed interactions between age and (isolated) depressive symptoms (HR 0.98, 95% CI 0.96-0.99; isolated symptoms, HR 0.97, 95% CI 0.94-0.99) in their relationship with stroke. This suggests that the relation between (isolated) depressive symptoms and future stroke is stronger in younger participants. These interactions were consistently present 
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Eurelings et al across studies (I 2 =0). Interaction effects between age and both apathy and depressive symptoms (both HRs 0.99, 95% CI 0.98-0.99) were present for mortality, suggesting the relationships were stronger in younger individuals. These interactions were also consistent across studies (apathy symptoms, I 2 =32.4%; depressive symptoms, I 2 =22.9%). Inclusion of these interaction terms into the fully adjusted models did not meaningfully alter any of the conclusions (data not shown). In subgroup analyses within tertiles based on age (<72, 72-77, >77 years), the relationship between apathy and both MI and stroke was stronger in older subgroups. The relationship between depressive symptoms and stroke appeared stronger in younger subgroups (Tables S10-S12) Subanalyses in participants without a history of MI and/or stroke gave results similar to the main analyses (Tables S13 and S14). e If a history of stroke excluding TIA was not available to create the composite variable history of MI and/or stroke, a history of stroke including TIA was used instead if available.
f Due to time constraints in digitalizing individual GDS items from paper case-record forms, the ICARe Dicomano study provided data on the GDS3A items only within the time frame of this meta-analysis. 
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Risk of bias
Overall, studies that did not participate in ICARA (n=31) were smaller than those included (n=21), had slightly older study populations, and included relatively more women (Supplementary material). Sensitivity analyses comparing studies with higher versus lower risk of bias generally did not give any substantial deviations from the main analysis results, with association magnitudes being similar (Tables S15-S21) . However, the evidence was poor in some categorizations, due to substantially smaller sample sizes (eg, experimental study designs [Table S15 ], self-reported outcomes [Table S19 ], and high percentage of missing outcomes [ Table S20 ]). Sensitivity analyses with apathy and depressive-symptom scores as continuous predictors (Table S22) showed similar results: in models adjusted for age, sex, and history of MI and/or stroke, the hazard for participants with apathy symptoms for future MI increased, with an 11% per point increase (HR 1.11, 95% CI 1.04-1.17), for stroke with a 15% per point increase (HR 1.15, 95% CI 1.05-1.26), and for mortality with a 24% per point increase (HR 1.24, 95% CI 1.20--1.28). Associations were comparable for isolated apathy symptoms. Depressive symptoms gave a 5% increase per point for future stroke (HR 1.05, 95% CI 1.00-1.10) and 9% for mortality (HR 1.09, 95% CI 1.07-1.11). The hazard of MI increased less substantially, by 3% per point increase, with CIs overlapping 0 (HR 1.03, 95% CI 0.99-1.08).
Availability of data
The data used in this paper are available from each individual participating study. However, restrictions apply to the availability of these data, which are not publicly available and were used under license for the current study. Data are however available from the authors upon reasonable request and with the permission of each individual study included. 
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Discussion
In this IPD meta-analysis of a large sample of communitydwelling older people, we found that apathy symptoms, irrespectively of concurrent depressive symptoms, were associated with a higher risk of MI, stroke, and all-cause CV and non-CV mortality. Depressive symptoms were related to a similarly increased risk of stroke and mortality outcomes, but not of MI. These observed associations were independent of age, sex, and history of MI/stroke. The current study has several strengths. Large-scale meta-analysis of IP data is considered the "gold standard" for meta-analyses, 18 reducing the potential for ecological bias compared to meta-analyses synthesizing individual study results. 46 An assortment of studies were included with regard to country of origin and demographic characteristics, increasing the generalizability of our findings. The risk of publication bias seems limited, given that none of the included studies originally aimed to assess the association between apathy symptoms and vascular outcomes or mortality. Nevertheless, publication bias of the relationship between depression and CVD could have indirectly influenced our results. Funnel plots of within-study associations, however, suggested the risk of publication bias playing a role in our findings is low. One-stage analyses were performed, which are recommended above two-stage methods, since their statistical approach is more exact, have more power for detection of interaction, and allow for better control of confounding and accounting for heterogeneity by allowing controlling for covariates at both the participant and study level. 21, 46 Finally, the data were extensively explored in a range of sensitivity and interaction analyses.
Although it may be considered a limitation that the apathy and depression subscales have not been validated against a clinical diagnosis, 10 the intention of our study was not to formally diagnose apathy and/or depression, but rather to explore whether degrees of apathy and depressive symptoms were differentially associated with future vascular disease and mortality. It is important to note that our results pertain to the symptoms in the GDS15, and may not be generalizable to all depressive and apathy symptoms in a clinical interview. Figures S1-S3 ).
a Score ≥2 on the three-item apathy subscale of the Geriatric Depression Scale (GDS3A) and any depression score; b score ≥2 on the GDS3A in participants with one or no depressive symptoms; c score ≥2 on the 12-item depression subscale of the GDS (GDS12D) and any apathy score; d score ≥2 on the GDS12D in participants with one or no apathy symptoms; e unadjusted; f adjusted for baseline age and sex; 
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We could not adjust for all potential confounders, including (chronic) vascular comorbidity, functional and cognitive impairment, socioeconomic status, and education, potentially leading to residual confounding. However, adjustment for some of these characteristics could have led to overadjustment, since they could also function as mediators. We tried to reduce the risk that individuals with severe cognitive and functional impairment were included in our analyses by excluding institutionalized individuals. In addition, several studies have found associations of apathy in older people with adverse outcomes independently of disability and cognition. 11, 16, 47 Although we were able to acquire IPD for a large number of older people, more than half the eligible studies did not participate. These studies seemed to have slightly different population characteristics, suggesting that not including their data may have had some impact on our results. Nonparticipating studies were smaller, had more women, and slightly older populations. Since older age was a mediator of the associations with apathy symptoms, inclusion of these older cohorts could have decreased the magnitude of the unadjusted associations. Furthermore, although we incorporated studies from all over the world, more variety in population provenance may have allowed investigation into how geography affects these relations, since it has been shown that the exact construct of apathy symptoms within the GDS may differ among cultures. 48 Finally, since we did not have longitudinal data regarding the development of apathy and depressive symptoms over time, we cannot ascertain whether their stability has an influence on the risk of subsequent unfavorable clinical outcomes.
That apathy symptoms in this IPD meta-analysis were associated with subsequent MI (and also PA and PAD) independently of depressive symptoms corroborates our previous report of a specific association for apathy symptoms with an increased risk of CVD 11 and concurs with the vascular apathy hypothesis. 12 This IPD meta-analysis is (to our knowledge) the first to study the association between apathy symptoms and subsequent MI systematically. Previous studies assessing the reverse association consistently reported that a history of vascular disease predicted greater apathy, but not depression scores. 12, 49 That apathy symptoms are specifically associated with future MI is in line with findings in other studies that suggest that motivation-related somatic rather than moodrelated depressive symptoms are related to adverse CV outcomes in older individuals. 6, 50, 51 We found no association between depressive symptoms and future MI, which may be contrary to results of several traditional meta-analyses. [1] [2] [3] [4] However, since no discrimination was made between apathy and depressive symptomatology in these studies, it is possible that those associations were at least partly driven by apathy.
Both apathy and depressive symptoms were associated with a an approximately 37%-higher risk of future stroke. This is contrary to our previous single-cohort study, in which no associations between either apathy or depressive symptoms and higher future stroke risk were found. 11 This discrepancy can most likely be explained by the far greater statistical power of the current analysis. In addition, the present study population was slightly younger on average, and both our own results and the previous literature suggest that the relationship between depressive symptoms and future stroke is stronger in younger people. 52, 53 The association of depressive symptoms with future stroke is in line with several meta-analyses that -although not distinguishing between apathy and depressive symptoms -have shown that depression and somewhat less so depressive symptoms are independent risk factors for stroke, increasing the risk by 20%-45%. [52] [53] [54] [55] We found an approximately 45% higher hazard for both apathy and depressive symptoms with all-cause mortality. A similarly increased risk of mortality in people with depression has been demonstrated by several studies. [56] [57] [58] [59] Studies that have examined the relation between apathy symptoms and mortality in general community-dwelling older populations are sparse, employed different methods of apathy assessment, and mostly studied specific populations, eg, those with frailty, heart disease, or dementia. [60] [61] [62] [63] [64] The mechanisms by which apathy and depressive symptoms are related to future adverse vascular outcomes are unknown. Conceivably, both causal and noncausal effects play a role. Deleterious health behaviors and CV-risk factors may be induced by apathy and depression and thus partly mediate the reported associations with unfavorable outcomes. [65] [66] [67] [68] [69] [70] Other mediators may also be of influence, eg, reduced compliance with CV-risk management. 70 Alternatively, the observed associations may be due to a common etiology underlying vascular disease, apathy, and depressive symptoms. It is imaginable that apathy and/or depressive symptoms are markers of underlying subclinical (cerebral) atherosclerosis, which is a strong risk factor for vascular events. 70 Previous studies have associated apathy and depressive symptoms with the presence of white-matter lesions in older individuals, also without clinical depression. [71] [72] [73] [74] [75] Although our previous research suggests that the relation- 
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Apathy, depression, and adverse events in elderly ship between apathy symptoms and future vascular events is independent of CV-risk factors, 11, 67 conceivably apathy symptoms reflect cerebrovascular damage by long-standing elevated CV risk, eg, midlife hypertension. If apathy is indeed a marker of cerebrovascular damage, such risk factors could be considered confounders underlying the relation between apathy and incident disease. Furthermore, although apathy predicts future vascular events independently of vascular event history, vascular events are a risk factor for apathy. This suggests that the temporal relationship between apathy and vascular events could be bidirectional, corresponding with previous findings that apathy symptoms can also be preceded by CVD. 12 Our finding that symptoms of apathy gave an approximately 20% increased hazard of MI, while depressive symptoms did not seem clearly to increase this hazard, may have several explanations. Apathy symptoms may be more specific markers of underlying cerebrovascular disease, as suggested by the stronger relation with incident stroke, and thus more strongly associated with other incident vascular disease. Alternatively, apathy symptoms may be more sensitive to prodromal CV disease, since individuals with poor CV condition may tend to be less outgoing and feel less energetic. The relationship among apathy and depressive symptoms and mortality may be mediated by the increased occurrence of major vascular events, including MI and stroke, which are among the most important causes of death worldwide. 76 Alternatively, both types of symptoms could be manifestations of other underlying conditions that give a higher risk of mortality.
The dose-response relationship between apathy symptoms and subsequent stroke, MI and mortality, independent of depressive symptoms, together with previous analyses suggesting that apathy predicts CVD over and above the presence of CV-risk factors, 67 stress that recognition of apathy symptoms in older people is important, regardless of depressive symptoms. Although apathy symptoms may manifest themselves in the context of depression, our research adds to the expanding body of evidence highlighting apathy as an important standalone syndrome. 8, 12, 49, 67, [77] [78] [79] [80] [81] Distinct associations were found between apathy symptoms and a number of patient-important CV outcomes, including MI, AP, and PAD. Participants with two or more apathy symptoms had a 20%-30%-increased risk of these outcomes, independently of concurrent depressive symptoms. Individuals with a maximum apathy score (10.6% of our study population) had an 88% increased hazard of mortality. These findings imply that more attention on recognizing, detecting, and managing apathy in general practice is warranted. This is especially relevant, since patients with apathy are less likely to engage actively in CV-risk prevention and health care. 82 It is also important to recognize apathy as an entity distinct from depression, since treatment with selective serotonin-reuptake inhibitors (SSRIs) has not only been found to be ineffective but could also potentially aggravate apathy. [83] [84] [85] Given the common and potentially serious side effects of SSRI treatment in older people, this is especially undesirable. 86, 87 If treatment of symptoms could mitigate the increased risks, based on the risks in the symptom-free populations and fully adjusted models, successful apathy treatment could decrease the absolute 5-year risks for these individuals from 4.7% to 3.9% for MI and from 5.8% to 4.2% for stroke. Depressive-symptom treatment would decrease these risks by 5.0% to 4.6% for MI and from 6.5% to 4.8% for stroke. Increased awareness of apathy in research settings is instrumental in elucidating its specific etiological role in CV disease and increasing the knowledge of its clinical correlates.
In conclusion, this IPD meta-analysis provides substantial evidence that apathy symptoms in community-dwelling older people are associated with an increased risk of future stroke, MI, and mortality, independently of concurrent depressive symptoms. It suggests depressive symptoms are associated with a similarly increased risk of stroke and mortality, but not substantially of MI. These independent associations between apathy symptoms and patient-important outcomes stress the necessity of recognizing apathy in older people independently of depressive symptoms. Future studies may investigate whether these associations are specific for apathy symptoms according to the GDS or also apply similarly to apathy and depressive symptoms according to other scales. Future research could evaluate the effects of change in the presence of these symptoms over time, aim at unraveling the mechanisms underlying their associations with adverse outcomes in later life, and examine whether interventions can prevent or reduce their occurrence and clinical consequences.
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